The State of the Prisons Prison doctors: ethics, invisibility, and quality RICHARD SMITH Some doctors join the prison service in search of a quiet life. Some have tired of the rigours of general practice, and a few may be attracted by the "old time" world of prisons where, within the hospital at least, the doctor is boss and both staff and prisoners call him Sir. Several of the older prison doctors whom I met had started their careers in the colonial service, and when they had returned to Britain had felt unenthusiastic about the new National Health Service. For the prison is a hidden world where the doctor applying to the service may imagine that he will be able to practise in peace, uninterrupted by politics, consumer movements, the media, and ungrateful and possibly litigious patients. But prison medicine cannot be relied on to provide either a sinecure or a haven. The doctors face problems just as difficult and ticklish as any faced by doctors in the outside world, but it is true that most are resolved without interference.
Ethical problems
Ethical problems present the prison doctor with some of his most difficult decisions and most stem directly from the system in which he works. Is he there to serve the prisoner or the prison ? Many of the prison doctors whom I spoke to-including the acting director, Dr Ingrey-Senn-thought that the ethical problems were exaggerated by outsiders. They were quite clear that their responsibility is to the patient, that they are bound by the same ethical codes as all doctors, and that therefore everything is straightforward. In Sadly the invisibility goes together with a lack of accountability. All prison doctors are accountable to the director of the prison medical service, and he in turn is accountable through the director general and the permanent secretary to the Home Secretary. But this is a long internal chain of accountability before outsiders have any say. Prison doctors are also accountable to the governor of their prison, and boards of visitors have the right to inspect any part of a prison at any time. Even so, the ability of either the governors or the lay boards of visitors to assess a doctor's standards and practice must be limited.
The May inquiry into the prison services recognised these problems of accountability and introduced a prison inspectorate which includes a doctor.9 The inspectorate remains, however, within the Home Office, and how effective it will be has yet to be seen. Its first few years have not been happy, and the first doctor on the staff quit complaining of the difficulties of his job. 2 
In addition, there are theoretical grounds for doubting the quality of the service. Dr Denis Pereira Gray has shown how social administration theory accurately predicts that the independent contractor status of general practitioners means that they will be more interested in their patients than in pleasing higher authorities but that the quality of the service will be patchy.10 11 In contrast, hospital doctors are in a hierarchy that pressurises them to maintain their technical competence but diverts them from the personal needs of their patients. To apply this analysis to prison doctors suggests that they may have the worst of both worlds. The rigid Home Office hierarchy will discourage them from putting their patients' interests first but will not exert much pressure to maintain medical competence. Rather the hierarchy will encourage them to pursue its primary aims, which are to keep prisoners inside the prisons and run them with minimum "fuss" and as cheaply as possible.
As well as theoretical evidence on the quality of the service more tangible evidence is to hand. The case made against the prison medical service by penal reformers is usually built around the high suicide rate in prisons (21 January, p 208) and around individual cases in which care appears to have been inadequate.12 13 None of this evidence is completely convincing because the suicide rate tends to be high in prisons all round the world; not surprisingly, suicide is common in prison. But, against this, the suicide rate has been lowered in some prison systems-in Michigan, for example (21 January, p 208)-and it is much lower in some prisons than others. The evidence from individual cases is a!ways hard to assess-partly because the full facts are rarely known-but many of them worry doctors who are interested in prisons.
Quality can also be gauged by looking at what the prison doctors do rather than at the results they achieve. As This comparison makes the prison medical service look deficient. The best general practitioners in Britain are concerning themselves increasingly with prevention and audit, raising the standards of their records (perhaps using computers), improving their organisation, and bettering their communication with patients. I found little evidence that any of these things were happening in our prisons. This is partly presumably because prison doctors are stretched to their limits dealing with more prisoners than ever with less staff than they are supposed to have.
Prison medicine is a rewarding practice despite its frustrating conflicts. There are many reasons for striving toward high quality health care in prisons besides legal and humanitarian rights of prisoners. Crowded, often unsanitary, living conditions can be public health hazards. Preventive care and management of chronic illnesses may save costly catastrophic disease. The physician's role as an educator in describing and carrying out medical treatments can be rehabilitative by improving prisoners' self-awareness and self-image. Suffering by prisoners can be immense, with prolonged separation from family and friends in degrading living conditions. Physicians and others in the medical department can be benevolent contacts with the outside world as they work to deliver health care. These accomplishments in the course of routine health care delivery provide a sense of fulfillment.
Dr Kim Thorburn, staff physician at San Quentin prison A final piece of evidence on quality appears in a study conducted by Dr Pamela Taylor and Professor John Gunn in Brixton prison (personal communication). As part of their study they interviewed in depth 203 prisoners and then compared the information they gathered with the information recorded in the prison medical records. The demographic data and the data on most diagnoses agreed well, but there were large discrepancies when it came to information on suicidal behaviour and on alcohol and drug use. Seventy one of the men had made suicidal attempts and yet in 33 this was not recorded in the prison notes. Quite possibly, of course, the prison doctors had gathered the information yet not written it down (although surely such information should be written down), and, furthermore, the prisoners may have chosen not to tell the prison doctors about previous suicide attempts to avoid the stigma that is attached to the potentially suicidal in prison. But the shortfall in the recording of histories of suicide attempts is most worrying when we remember that Brixton prison has more deaths from suicide than any other prison in Britain.
Conclusion
No simple answer can be given to questions about the quality of the prison medical service, but there is some evidence that it is deficient. Because of its organisation, invisibility, and lack of accountability it may be difficult for dedicated doctors within the service to do their best by their patients. Prison Many young children walk on their toes at first. This may persist as a habit and run in families but disappears at the age of 4 or 5 years. Although there is no valgus or varus deformity, it is important to exclude cerebral palsy, lesions of the spinal cord, and muscular dystrophy. Congenital short tendo Achillis may also present in this manner. The child may be able to put both heels on the ground but is more comfortable on tip toe. Examination will show a fixed equinus contracture of the calf, and if there is no spontaneous improvement after a period of observation of six months bilateral elongation of the tendo Achillis may be necessary.-L KLENERMAN, consultant orthopaedic surgeon, London.
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